This exploratory study is an attempt to define psychological attributes related to longer survival in patients with metastatic cancers. Previous published analyses have been limited in two ways. First, they have almost always been carried out on patients not receiving therapy; we have followed people receiving a year of group therapy, on the assumption that if mental qualities are to affect cancer progression, substantial mental change would be needed to alter the established balance between the cancer cells and host regulatory mechanisms. Second, the methods typically used to characterize patients' psychology have been self-report inventories, and many decades of research with such methods have largely failed to produce a consensus on what mental qualities, if any, promote survival. By contrast, we have used qualitative methods, allowing a much more in-depth analysis of the patients, without preliminary assumptions as to what would be important.
There has been a longstanding interest in both the popular and scientific literature on whether people with cancer and other serious, chronic diseases can affect their longevity by adopting particular psychological strategies and attitudes. In the cancer field, one scientific approach to this question has been to attempt to relate personality characteristics, as measured by self-report questionnaires, to survival. [1] [2] [3] [4] While certain attributes such as helplessness/hopelessness 5 have been associated with diminished mean life expectancy in some studies, and other conditions like social support have appeared to favor living longer, [6] [7] [8] [9] [10] [11] no wholly consistent pattern has emerged.
A second approach has been to investigate the benefits obtained from adjunctive psychological therapies; these might be expected to enhance favorable states of mind. Early descriptions of such attempts often drew some comparisons between mental attitudes and survival. As a result, the point of view emerged (and has been embraced by many New Age authors) that active coping through such techniques as mental imaging, 12, 13 intensive meditation, 14 or definition of life purpose 15 may have life-sparing effects. These studies, while intriguing, were all essentially anecdotal: little medical documentation was provided, and the psychological descriptions of patients was based on clinical impressions rather than on any objective process. The same limitations apply to studies of so-called "remarkable survivors" of serious cancers, [16] [17] [18] with the additional problem that their retrospective design does not allow us to know how many other individuals showed similar characteristics but failed to survive.
In more recent times, controlled trials have been the preferred method to investigate impact of psychological therapies on lifespan of cancer patients. Five of these have shown a positive effect of an intervention on survival, [19] [20] [21] [22] [23] and 6 failed to find an effect. [24] [25] [26] [27] [28] 65 These negative trials included those studies designed to test the specific hypothesis. Thus it is currently uncertain whether psychotherapies of different kinds have a mean life-prolonging effect. Furthermore, because the focus in this kind of study is on the efficacy of the intervention, tested by pooling participants and comparing group means, they have not yielded information on what adaptations by individual patients may be effective.
Our aim in the present study was to examine the efforts made by individuals to help themselves fight their cancer, and to relate this to quality of life and survival. Our clinical observation over many years 29 has been that cancer patients receiving psychoeducational therapy respond in widely varying ways. Some make little use of the techniques taught; others become strongly involved in trying to help themselves, and may devise daily routines lasting several hours. We reasoned that there may be a relationship between the extent of efforts made by patients and resulting psychological change, translating into varying degrees of physiological influence on the rate of growth of tumors. Testing this hypothesis called for a correlative design, rather than a comparison of group means, coupled with a detailed understanding of the patterns of response in individual patients. We therefore followed 22 patients with metastatic cancers who were in a weekly therapy group for a year. During this time, extensive psychological data were collected, both from their written homework and from therapists' notes. We analyzed this material qualitatively and related the patient profiles so obtained to their survival 5 and 6 years later. Allowance was made for differences in seriousness of disease by using estimates of the expected survival of each patient, provided by a panel of oncologists. We found that becoming strongly involved with psychological and spiritual "self-help" work is associated with greatly improved quality of life, and apparently also with living much longer. This latter effect is analyzed in more detail elsewhere. 30, 31 The present paper is concerned with the qualitative aspects of the study: we describe the methods used to characterize patients; provide detail on the various subgroups we identified by the analysis, leading to a model of change; and we relate the attributes identified to subsequent quality and length of life.
Methods

Patients
The participants were consecutively enrolled participants in a group therapy program who were well enough and sufficiently motivated to remain for at least 2 months. It is important to note that these patients were not a random sample, but a self-selected group willing to attend a year of group therapy. The 22 patients had cancers that were considered, by a panel of oncologists (below) to be medically incurable ( Table 1 ). In 20 cases, these were metastatic; the remaining 2 patients had diagnoses of cholangiocarcinoma, (carcinoma of the bile duct) and multiple myeloma. The most common sites of the original cancers were breast, colon or rectum, and pancreas. All participants were fluent in English, and physically well enough at enrollment to attend a weekly psychotherapy group. All had previously attended a 6-session psychoeducational program at the same metropolitan cancer hospital where our study took place. Most (17/ 22) were female, reflecting this gender bias in the earlier program. 32 Their ages ranged from 31 to 67 (Table  1) . They were not actively recruited, but approached us when the availability of this assistance was made known to participants in the initial 6-session course.
Medical Documentation
The relevant prognostic factors at the time of entry of each patient into the study were inspected by a panel of 14 oncologists. In earlier quantitative accounts, we have described how survival predictions from this panel were used to show that differences in survival duration were not a result of varying seriousness of disease. 30, 31 
Intervention
In the preliminary psychoeducational program, participants had been introduced to basic coping skills, relaxation, thought monitoring, mental imaging, goal setting, and some communication skills. 32 The subsequent study intervention, which was offered as an adjunct to medical treatment, was a year of weekly, 2.5hour group psychotherapy sessions, conducted by 2 of us (AJC and CP), with 4 to 7 patients in the group at any one time. New members were recruited into the group at intervals over a period of 3.5 years to replace those leaving. Thirteen of the 22 participants attended the therapy groups for 12 months; 5 attended for 8 months; and the remaining 4 left within the first 6 months because of declining health in 1 case, and lack of motivation for self-help work in 3 cases ( Table 1) .
The group meetings had 3 goals. The first was to provide mutual support. 33 Expression and clarification of feelings were encouraged, as was rational problem solving, frank communication with important others, monitoring and changing of cognitions, and the daily application of coping skills. Fear of death and dying was openly discussed. The second goal was "psychoeducation": patients were asked to practice coping skills, and spiritual exploration was fostered through reading, meditation, and discussion. A detailed manual with 20 weekly sessions of written homework was supplied, containing a total of some 60 small assignments, involving introspection and writing. The third aspect of the intervention was group psychotherapy. Entrenched opinions and habit patterns were explored and sometimes challenged; for example, common issues included guilt, denial, blaming physicians and others, exaggerated dependencies, feelings of helplessness, and a perceived loss of an entitlement to longer life. There was, throughout, an emphasis on taking responsibility, not for one's cancer or its outcome, but for the implementation of a personal program of self-help.
Collection of Psychological Data
The main sources were written homework done by the patient and weekly process notes made by the therapists. The homework, in the manual, covered a wide range of psychological and spiritual/existential issues (examples: What makes me feel I really want to live? Which people are important in my life, and how much support do I feel each of them gives me?) The process notes included statements made by group members and reflections by therapists on the content and psychological processes emerging in each session. In addition, there were interviews with each participant conducted by the first author, usually at 1, 6 and 12 months after entering the study. These explored all aspects of patients' adaptation to their cancer diagnosis. Notes were taken in these interviews, and added to the data base. Overall, the time spent with most participants was substantial (usually 100 to 150 hours, in small groups, over a year), which contrasts with the limited number of interviews in most qualitative health investigations.
Data Analysis
Team discussions were used for all analyses of data, the team comprising the 2 therapists plus 1 (in some cases 2) other, psychologically-trained research assistants. All were familiar with the whole data set for any patient in whose analysis they were involved . All had to be satisfied that the rating (below) accurately reflected the verbal data.
Analytic Method
A grounded method was used, Schatzman's 34 "dimensional analysis," as interpreted by Kools et al. 35 The first 1  F  48  12  Breast  Mediastinal and hilar lymph nodes  2  F  46  12  Pancreas  Liver  3  F  49  8  Colorectal  Liver and lungs  4  F  35  12  Breast  Vertebrae  5  F  48  12  Malignant melanoma  Abdomen, femoral, and gluteal muscle  6  M  63  12  Lymphoma  Axillary and inguinal nodes  7  F  54  12  Leiomyosarcoma  Abdomen, lungs  8  F  53  8  Colorectal  Liver  9  F  62  4  Multiple myeloma  10  F  34  12  Ovarian  Pelvis and abdomen  11  F  61  12  Malignant melanoma  Lung  12  F  31  2  Breast  Lungs, liver  13  F  56 Note: Although the patients are the same as in earlier publications, 30 ,31 the order of numbering has been changed, to reflect here the total scores in "involvement." step, with the first 5 to 8 participants in the project, was developing from the extensive raw data a "vocabulary" of concepts or categories encompassing issues important to the patients in their quest for healing. These were coded and clustered, using NUD*IST software, 36 into an index tree which came to include some 55 categories (we gratefully acknowledge the help of Dr Lyn Richards, co-developer of NUD*IST, in setting up this scheme). All the homework, process notes and interview data for each participant was coded and assigned to these categories. The assignment of data to categories depended, as is usual in qualitative analysis, on a subjective decision by the coder. Whenever there was any doubt as to which category a piece of data belonged, it was assigned to both (or in some cases more than 2) categories.
There was extensive redundancy-repetition of themes-in the data. To facilitate subsequent rating, summaries were therefore made of the data collected under each category. These summaries, which were approximately 10% to 20% of the original length of the data set, were made by one analyst, and checked for representativeness by another.
Rating of Categories
In addition to this standard qualitative procedure, a quantitative rating of psychological attributes was used (following examples in the text on qualitative data analysis by Miles and Huberman. 37 Thirty-seven of the categories appeared suited to quantitation (certain other categories did not; for example, it was difficult to assign a meaningful rating to aspects of the participants' early life). For each of these categories, descriptions or "scenarios" corresponding to scores of "1" to "5" were written as the project progressed and experience was gained with the range of adaptations made by different patients. For example, in the category "dedication to self-help work," a rating of "1" corresponded to a lack of commitment to help work, describing participants who invested little or no time in it; a rating of "5" applied when the work was the top priority in life, occupying several hours each day.
At the time of rating a participant, the summary data for each of 37 coded categories was compared with these scenarios and discussed by the team until a consensus was reached on a number, which could range from "1" to "5." The numbers thus indicated the strength or intensity of expression of each of the 37 characteristics for each patient. We were eventually able to reduce the 37 rated categories to 26, by collapsing pairs in which ratings were almost always identical or nearly so, and removing those not relevant to the developing model ( Figure 1 ).
Since this was an exploratory study with themes being defined during the course of the project, as is typical of qualitative investigations, the ratings could not always be done prospectively but had to be made after the fate of many of the patients was known. We attempted to control for any bias this may have introduced by including in the rating team at least 1 psychologically-trained rater who was not familiar with the participants and played a "watch-dog" role, her function being to insist that the ratings assigned were supported by the verbal data.
Identifying Dimensions and Developing a Model
The key process in dimensional analysis 34, 35 is "dimensionalising," that is, naming the main components and describing their various attributes. Accordingly, we clustered our final 26 rated categories into 6 dimensions (4 categories for 5 of the dimensions, 6 for 1). Table 2 shows the categories included in each of these dimensions. We also assigned some of the unrated categories to a seventh dimension, "perceived impact of life circumstances and disease." The clustering of categories into dimensions was done on the basis of our clinical observation of their relatedness and on knowledge of previous literature (specifically the work of Schwarzer 38 and Bandura 39 on factors contributing to psychological self-help and change). The final model ( Figure 1 ) is likewise based, not on quantitative analysis but on our clinical experience and the earlier literature. Such prior information is acknowledged as an important part of theory building in dimensional analysis, by contrast with the "blank slate" assumed in some grounded methods (eg, Strauss and Corbin 40 ). Quantitative estimates were made of the strength of each dimension by summing ratings for the contributing categories. The sums were expressed as a percentage of a possible total score; thus 100% would represent the sum of 4 ratings of "5", and 20%, the lowest possible score, 4 ratings of "1." These summed ratings were used both to search for patterns among participants and to correlate these dimensions with quality of experience and survival.
A "Core" Pathway Rather than choosing one of these dimensions as "core" 35 around which to organize the remaining data, it appeared to us that the model showed a number of stages on a pathway that made intuitive sense and was consistent with earlier research. 38, 39 We have termed this pathway involvement in self-help, and take it to include, first, the participants' "ability to act" (Figure 1 ), that is, their receptivity to the work of psychological change, followed by the "appraisal" of the seriousness of the threat, the "willingness" or motivation to act, and the "application" to actual self-help strategies. Data collection and coding came to be organized around this core process as the analysis progressed and its importance became evident. We calculated a "total involvement score" as a sum of the 4 dimensions within this pathway, since this proved to be a valuable means of clustering patients into subgroups (see Results). A fifth dimension, "quality of experience," was conceptualized as an outcome of involvement. The dimension "relationships with others," while undoubtedly a vital part of the patients' experience, was placed outside this pathway of self-help on the model, as was "impact of life circumstances," which contained data on aspects of the patients' life, such as extent of other commitments, that affected what people were able to do. Our decision was to center the analysis around individual actions and perceptions rather than on social/environmental events. We have deliberately kept the model simple, for clarity. Connections could be made between categories within the main dimensional "boxes"(see Table  2 ), as well as between them; for example, "dedication" to the work obviously affects "amount done." "Survival duration" is appended to the model, representing the hypothesis that survival may be influenced by degree of progress along the core pathway. 30, 31 
Results
Quantitative results of this project have been presented elsewhere. 30, 31 They include the finding of high intercorrelations between the dimensions and a significant relationship between involvement and survival, after adjustment for medical status. Ranking patients by "involvement" also proved to be a valuable way of identifying similarities in attitude and behavior for the qualitative analysis. Table 3 is a pictorial summary of the subgroups of patients defined in this way, and also relates the involvement of each patient to 2 other important characteristics: quality of experience and longevity.
The qualitative results are presented in 2 parts: the first describes the grouping of patients according to their widely varying involvement, and the second, the different dimensions that comprise this core process and the resulting quality of patients' experience.
A. Clustering Patients by Degree of Involvement in Self-Help
An initial division of patients was made approximately at the one-third and two-thirds points on the gradient of involvement, distinguishing high, moderate, and low intensity (Table 3 ). While the boundaries between these major groupings were not clear-cut, the divergence between the "high" and "low" clusters was striking. There were marked differences in degree of willingness to examine attitudes and behaviors, and in application and enjoyment of the mind-body practices. Smaller groupings, showing qualitatively distinct styles of involvement could also be discerned, and people with similar characteristics tended to cluster fairly closely, although not necessarily contiguously, along the gradient (below, and Table 3 ).
High Involvement
Eight of the participants in our 1-year group psychotherapy program became highly involved in the psychological and spiritual work. These participants all developed a program for themselves that incorporated substantial changes in lifestyle, and included regular relaxation, imagery, and thought monitoring, and a meditative or other spiritual practice. They were open to exploring new ways of thinking and behaving and were disciplined in their work. Obstacles that they faced-demanding medical treatments, pain, deteriorating health status, family and work demands-were not allowed to interfere substantially with their personal program. All of these participants appeared to use what they learned from the therapy as a means of changing their lives. (A ninth patient, while less involved with the program, had a strong, pre-existing self-help orientation. She was included in the "high" group because her pattern of responding so closely resembled that of patient #8).
Wholehearted Involvement
The 4 persons ranked highest in their involvement stood out because they immersed themselves fully in the work, without reservation (subgroupings are shown in Table 3 ). They found the psychological and spiritual exploration of compelling interest for its own sake, not simply as a means to a possible cure. They also initiated and explored self-help activities beyond those offered in the program. An example is patient #2, (Table 3) :
. . . I am still working with the clean out of the past and emotion-filling situations. . . . I know I will confront these things. I want to ensure that fundamental change becomes my reality. (#2)
Conscientious Involvement
Unlike the wholeheartedly involved, the 3 persons assigned to this cluster tended not to be as passionate about the work for its own sake, viewing it more as a duty necessitated by the threat of cancer. Nevertheless, these people routinely followed their personal program, and over time brought about pronounced psychological change.
These 3 differed in their personality and style of work. Patient #5 was a reserved person, conscientious, without being excited by the work. She nonetheless experienced considerable personal change, describing improved self-worth, greater ability to balance her own needs with those of others, more self-expression and awareness, and improved relationships. She was one of 2 patients in the study (the other being #1), who have, against medical expectations, had complete remissions of their cancer for 7 years. A second member of this cluster was highly anxious, and fear about his disease drove him to dedicated and regular self-help practice (#6). By contrast, the third member (#7) appeared highly self-confident and calm in face of difficult news and successive surgeries. She chose to avoid overt expression of emotion or psychological self-analysis, but maintained a regular practice of meditation and related techniques, such as relaxation and visualization.
Conscientious Involvement With Independent Agendas
The defining feature of the remaining 2 members in the "highly involved" group was a tendency to pursue their own agendas. Although dedicated to their selfhelp practice, they were less open than the other highly involved people to investigating all aspects of their lives. For example, although the homework of #9 suggested serious conflicts with her children, she was unwilling to discuss this in any depth with the group. She also considered herself a spiritual person, but was not open to discussions on the topic. . . . Some of my contempt for a certain kind of "spirituality" is not only about its pretentiousness, but also because it seems closed to me.(#9)
Moderate Involvement
The 5 patients in this group were still active in applying self-help strategies but had less ability or willingness to apply themselves.
Intermittent Involvement
Two of the patients (#10 and #13) had difficulty sustaining self-help work beyond an intermittent involvement. Number 10 seesawed between enthusiastic outbursts of activity and periods of depleted relapse. Her most active work was in the spiritual area where she gained a very strong spiritual feeling and sense of connection. The other member of this cluster (#13) felt victimized by her cancer. She believed it "should have < 1 year *Comparison of the psychological and survival characteristics of patients. The patients have been ranked by degree of "involvement", divided into 3 broad groupings as "high", "moderate" or "low." The subgroups defined by the qualitative analysis are shown in the next (Note that survivals adjusted for oncologists' predictions are given in an earlier publication, 30 which also shows the ratings for the individual dimensions). not happened to her," and these feelings periodically undermined her resolve to stick with her program: "Disappointment" is the main theme of my life: [my husband] dying, getting ca, not being cured. I must turn that around. (#13)
Inhibited Self-Expression The remaining 3 "moderately involved" people were all women who had evident blocks to emotional selfexpression that seemed to restrict their openness to change. All had a tendency to approach things in a very rational way, were not emotionally expressive in the group or in their homework, and tended to withdraw in potentially emotional situations. For example, #11 was unable or unwilling to look for any negativity in her thinking. She was reluctant to try drawing, reporting that she "didn't see the need" for fantasy or guided imagery, was ambivalent about asking friends for support, and felt she "shouldn't need" the support of the group.
Low Involvement
Eight of the patients were minimally involved in selfhelp work and were clustered into the following subgroups:
Rejecters
Both members of this cluster were high-achieving professionals who rejected the notion that the state of their minds could make a difference to their experience, let alone to the physiological regulation of their cancers (both, however, continued to attend and value the emotional support of the group). For example, #20 said: I chose not to do this exercise since I see no more point in it for me than previously. . . . It is just that I believe such problems do not refract upon my illness. . . . (#20)
Skeptical/Detached
Two further members of the low involvement group, whom we have labeled "detached" (#19 and #22), also seemed skeptical of the power of their minds to make a difference, although they did not actively reject the approach. Their skepticism prevented their getting seriously involved, however. One (#19) had pancreatic cancer and died early, although only after several months of fair health. The other (#22) represents the only exception to the rule that all in the "low involvement" group died within 2 years of study entry (Table  3) . She had an infant daughter to whom she wished to devote as much time as possible, although she would do her meditation daily, without apparent enthusiasm. 
Blocked by Personal Issues
The remaining 4 individuals appeared to be unable to focus effectively on their healing work because of longstanding patterns of behavior that were apparent at entry to the study. Two struggled with self-esteem issues (#15, #17); a sense of helplessness and profound feelings of personal unworthiness undermined their efforts. Two others (#16, #18) expressed high levels of anger and resentment, which appeared to block their openness to change and ability to work. For example: I wish my sister and friends would visit me more often. I would like our nanny to stop telling me about all of her problems and make more of an effort to resolve her differences with my husband. The related stress about these things takes away a lot of energy that I could direct toward healing. I wish my husband would recognize and stop hindering offers of help from others and be more sympathetic and compassionate when I'm not feeling well. (#16) 
B. Dimensional Analysis of the Model
The following analysis describes the processes or stages of change that the participants underwent. As described in the Methods section, categories of data were ordered into dimensions representing the core processes of involvement in self-help work, and the resulting quality of patients' experience. Within each dimension, an analysis of variations between patients was facilitated by the quantitative rating of constituent categories as well as by qualitative descriptions.
Appraisal of Threat and Need to Change
All of our participants knew that they had an incurable disease and a shortened time left to live, according to medical predictions. Although most appraised their situation realistically and were aware of the possible benefits of self-help, people differed in how much awareness they brought to the likelihood of imminent death, and in how much they embraced the philosophy of change as a means of improving their quality of life and opposing cancer.
For many of our participants, a deep and emotionally-felt realization of their own impending death mobilized them to become actively involved and committed to the self-help work. For example, participant #1 quite quickly began devoting all of her energy to self-help work, to such an extent that her husband Some of the participants, however, seemed not to bring the same clarity of awareness to their diagnosis, which was reflected in lower ratings. They intellectually acknowledged their situation, but appeared not to have a deep-felt sense of the meaning of their diagnosis: I don't seem to be able to believe that my life is threatened. (#13) This patient and her daughters did not discuss the possibility of her death, and she remained only moderately involved in the self-help work. Therapists observed that she saw little need to shift priorities, and she reported: "I just want to stick to familiar things."
At the low end of the "involvement" hierarchy, #22 tried not to think much about the likelihood of imminent death, which, therapists observed, seemed to help her preserve hope. She preferred to cope using distraction, or in her own words, by "keeping myself very busy." During her last interview she told us she was still confident that things would work out.
"Secondary gain" (Table 2 ) was a category within this dimension that was of some theoretical interest to us; we wondered initially if patients who did not show much involvement in their self-help might have an unrecognized desire to die that would undermine efforts. It became quite clear over the therapy period that, even among those at the bottom of the "involvement" scale, this was not the case.
Ability to Act and Change
Rating the categories that comprise this dimension was an inferential task, based more on the therapists' observations than homework text or direct statements from interviews. We observed repeatedly that whereas some persons began therapy open to the idea of personal change, others adopted a more closed or defensive position from the start, and as a consequence, experienced various obstacles to becoming involved in self-help work, almost invariably showing less improvement in quality of experience and survival duration. Persons who were rated higher on this dimension could examine their own thoughts and behaviors in a self-critical way, were open to suggestion from the other group members and therapists, and looked for opportunities and areas where self-change might be beneficial. For example, participant #1 showed a lack of defensiveness in response to a homework assignment where participants were asked "what do I need to give up?" (in order to heal). She wrote that she needed to give up:
. . . illusions of: controlling, perfectionism, rigidity, insecurity, being self-critical, previous judgmental ways, fears, anger, stubbornness, irritability. (#1)
In contrast, persons who scored low on this dimension were often defensive in style. They tended not to scrutinize their own thoughts and behaviors, sometimes perceived comments from others as being critical, and were unable or unwilling to work at making personal change. Number 15, for example, was highly selfcritical and expressed, in homework, that he had a fear of failing. This seemed to impede his ability to become involved in the self-help work : I think I am up against a personal trait which I have had for as long as I can remember, which is to study an endeavor sometimes to the point of exhaustion before attempting anything. I'm afraid I may do something wrong, or may fail in my attempt thereby making myself look foolish or stupid . . . despite all of the encouragement I get from you and the group, I continue in this pattern." (#15)
The fourth category in this dimension, "lack of control needs" (Table 2 ) may seem to contradict the philosophy of teaching patients to "take charge" rather than remaining passive recipients of care. However, a strong insistence on personal control can result in remaining "stuck" in certain attitudes or opinions, rejecting change. For example, #20 had abundant selfconfidence, but a high need for personal control, which interfered with his willingness to become involved in the self-help work. He associated spirituality with a loss of control:
. . . if I started to pray, that would mean I required help and that I lacked power and/or control. (#20) A person's ability to act and change seemed to be a relatively stable characteristic, not much affected by a year of group therapy. While overall it was highly related to involvement, there were occasional exceptions. Number 7 scored low on characterological openness but showed dedicated application to the work and had marked quality of experience benefits.
Willingness to Initiate Change
The "willingness" theme reflected not only intrinsic interest or cogency, but also a person's sense that he or she could make the needed changes, and could expect worthwhile outcomes from the effort. 38, 39 Persons who scored low on this theme expressed ambivalence about their involvement in the self-help work. For them, the perception often was that self-help work was arduous and time-consuming, and they tended not to find the inner work of self-help intrinsically meaningful, or likely to yield results. 
Application to Self-Help Work
The dimension of "application," the effort people bring to the self-help work, can be conceptualized as "downstream" from appraisal of threat, pre-existing ability to act and change, and motivation. While some estimate of the amount of a patient's work could be made from the written homework, assessing their dedication to it was more a process of inference from the accumulation of statements made in the homework and in the group sessions. The "wholeheartedly involved" cluster developed their own self-help programs: I do my relaxation exercises prior to my meditation/ prayer/imaging sessions, which I do about 9:30 each a.m. As well, I do relaxation each afternoon before a (shorter) meditation and a nap. . . . I am trying to add additional meditation and visualization sessions in the late afternoon and in the evening, which are preceded by relaxation. I have also started doing a Tai Chi routine at various intervals during the day. (#1)
The "conscientiously involved" were less excited by the work but also showed dedication. Number 5 said: "I leave social gatherings to do my relaxation." She went west to visit relatives but, while away from home, made "an hour for myself every day." (#5) By contrast, for several of the people rated low on "application," the self-help work never became intrinsically meaningful or valuable, and was perceived as a chore. The 2 "rejectors" (#20 and #21) wrote:
Once I go out into the world, I tend to become absorbed by it, to the detriment of homework. (#20) "I'm not doing much homework-I want to get on with the things that I enjoy. (#21) While these participants were explicit about not valuing the self-help work, others were less clear why they did not apply themselves. Participant #15 frequently talked about wanting "to get my ass in gear," but did not. Therapists observed that #18 had an initial burst of enthusiasm when he first began the program, but that he soon returned to life as usual, though with some self-recrimination: "Why aren't I fanatically doing what would help?" However, he reported that he found meditation "hard," that he couldn't establish a routine. He did not have positive experiences, which may partly explain his lack of enthusiasm.
Our therapy program emphasized spiritual connecting; that is, we advocated meditation and reading of scriptural texts from various traditions, and discussed spiritual issues in the groups. There were many statements about this in the data, so we included in our analysis a category of patients' spiritual efforts. For some of our participants, again, generally those most involved overall, this became the most important aspect of their self-help work: We witnessed in these people a quality of excitement from the spiritual work. Meditation became a way of experiencing spirituality rather than a means of relaxation or coping; #2, for instance, described "feelings of being flooded with love when meditating. . . ." The reinforcing experiences help us understand their willingness to work so hard.
An interest in spirituality often developed during the therapy. Participant #8, for example, in her first interview, rejected the possibility of spirituality, saying that she:
can't see myself moving into a spiritual path per se . . . people are just imagining these things.
Months later, however, she told us that: a presence is entering my meditations and is giving me a stillness I've not had before, [and that it is] very clear to me that I am part of God. (#8) Number 10 likewise began without much knowledge of things spiritual, but subsequently did her most active work in this area, describing extremely strong faith after an experience of praying with a friend and a sense that God was helping her: I now don't have any doubts whatsoever. It's almost like I've been given a new brain. I have never felt so strongly about something before. No matter what I think about or read about, I always (most times) find something positive about the situation, usually relating to God's plan. I am truly thankful for my strong faith. (#10)
Quality of Experience
This was a composite measure made up of 6 categories ( Table 2 ) reflecting common themes from the verbal data. We chose the label "quality of experience" to distinguish it from "quality of life," since we wished to ground it in categories that emerged from the analysis of the data, including sense of self-worth and integration of the self-help work into life, attributes not usually part of psychometric scales assessing quality of life.
Even in the face of symptoms and serious disease, the participants in the "highly involved" group all experienced relatively good quality of life, (with the exception of #6, who was undermined by his very low self-esteem). There was often a strongly spiritual quality to their experience: Spiritual oneness stays with me. Anything that isn't done with love feels like an insult to everything. I have deep feelings of reverence. Right now I feel better than ever in my life. (#4)
Changes were often social-psychological as well as spiritual in nature. For example, #5 had more selfconfidence, gave up trying to control "most areas" in her house, had a better relationship with her parents, and was no longer on the go all the time: I was always uptight; everything had to be just so. I feel different (now), things don't bother me like they used to. (#5) 6. Relationships With Others "Relationships" can be conceptualized in several ways, as an outcome of self-help work, as an environmental influence on ability to work and change, or as an area needing work in itself. It is, of course, an important aspect of patients' lives, but not one that was viewed as part of the direct pathway of events making up "involvement," and therefore of less interest to us, although we rated the 4 categories shown in Table 2 . The patient who did the most outstanding work on improving her relationships was 1 of the 2 who went into complete remission. (#5) She initially resented her husband of 28 years for his controlling manner, feeling her self-expression was blocked. This was extensively worked on in the therapy. She learned to accommodate much less to her husband's wishes (what he thought of this is not recorded!), and ceased allowing her children to "run" her life. There was more shared affection between family members, whereas before she "was never a hugger." She said she felt that "walls are crumbling around me." Her sister and husband told her they had noticed the changes. Improvements in relationships were not confined to the highly involved, however. Participant #15 spoke of: seeing great changes in his life with family; everyone is closer, showing concern for one another. (#15) After his death, his wife told us: "the last weeks and months were wonderful; there was much love between (us)."
Life Circumstances
As in most group psychotherapy, considerable time was spent exploring patients' early life events, but it proved difficult to assign numbers, to represent intensity, to most of these categories, which rendered them less amenable to correlation with quality of experience and survival. This dimension included family circumstances, childhood events, work-career events, disease progression, and relations with the health care team. On our model ( Figure 1 ) this dimension has been placed outside the main pathway of appraisal, motivation and action, because, like the dimension of "relationships," it appeared to exert a relatively indirect effect on involvement in the self-healing efforts.
There were, however, a number of cases where life circumstances were observed to have an important influence on involvement in self-help. For example, one of the keenest self-helpers (#4) was substantially undermined by catastrophic events in her family-the severe chronic illness of her husband, and a car accident that was nearly fatal to her mother. Ambivalence about her work (which she did not like, but was afraid to leave) was a source of distress to another patient (#8). A third patient (#22), whose lack of involvement is reflected in her position in Table 3 , had a small child who provided a strong incentive to live.
Serious disease progression was by no means consistently discouraging to all participants: in many cases, it appeared that symptoms were a necessary incentive for self-help efforts. Nor was debilitation necessarily a barrier to this work; one of the most strongly involved patients (#2) was also one who suffered severe symptoms over a prolonged time. She lived more than 2 years with pancreatic cancer, 5 times as long as predicted by the panel of oncologists.
Discussion
This study has been a detailed examination of the responses of individuals assisted by psychological therapy when faced with a diagnosis of medically-incurable metastatic cancer. It is a correlative investigation, and thus falls broadly under the umbrella of studies attempting to relate psychological characteristics of cancer patients to better adaptation or longer survival. Our approach differs in a number of ways from previous studies, however. It is hypothesis-generating or exploratory in nature, as opposed to the usual procedure of specifying in advance the variables to be tested and using standard questionnaires. It is prospective and longitudinal, patients' attributes being documented over a long period, whereas in the great majority of studies on people dealing with cancer, psychological characterization was cross-sectional (i.e., done at one or a very few points in time). 41, 42, [1] [2] [3] Further, while scientific studies on the relationship of personality attributes to survival have not previously dealt with those receiving therapy, we reasoned that with therapeutic help, patients would be much more likely to exhibit psychological changes that might translate into physiological effects on the rate of growth of cancers. And because psychometric assessment has failed to predict survival with any consistency in previous studies, we chose qualitative analysis as our principal method of characterizing the participants. The main advantage of such an analysis has been that a highly detailed description of patients' psychological attributes emerged from it. Other authors have pointed out a need for more qualitative data; in those cases in the literature where a correlation between psychology and disease progression has been found, some of the data has generally been obtained by interview or narrative forms of self-report. [43] [44] [45] [46] [47] The approach we have chosen has a number of limitations, of course. Perhaps the first of these follows from its labor-intensive nature; the "trade-off" was to examine a relatively small number of patients in depth, rather than many more superficially. A second derives from the necessity to focus on one or a few general themes in qualitative projects of this kind. 35 We began data collection with the aim of describing generally how patients made use of the therapy to help themselves, but it soon became obvious (and was consistent with our prior clinical experience) that the degree to which individuals engaged with their psychological self-help was a valuable organizing principle; later data collection and analysis therefore tended to be focused around this general theme. It would be possible to examine the adaptation of individuals from many other perspectives-for example, the impact of social support might be studied with similar qualitative methods. However, as Table 2 shows, "involvement in self-help" still represents a very comprehensive quality, a higher level of abstraction than that employed in psychometric testing. This may explain why it was found to be strongly related to survival in the quantitative analyses 30, 31 ; the use of a broad index like this means that a relatively wide range of patterns of adaptation can achieve a high score.
A third limitation is the restricted nature of the participant pool. We were concerned at this stage, as in most qualitative research, to generate theory, in this instance to describe the range of patterns of adaptation made by patients, and demonstrate some of the consequences of each. Thus comparisons were made only within the experimental group, and the model applies to people who persist with therapy of this kind. We were not concerned to compare group members with those who dropped out of the study, or with patients not in therapy; we would predict that many of the qualities of such people would be those found at the "low involvement" end of our scale, although this needs to be empirically tested. Thus our study concerns potential, rather than usual, adaptations, and the benefits achieved by our "highly involved" participants, while uncommon in the general cancer population at present, may point the way for others in future.
A further limitation, common to exploratory work, is that because categories were defined as the study unfolded, much of the rating had to be done after patients had died. In future research (now in progress), with the important adaptational themes already known, it will be possible to be rigorously prospective in rating patients psychologically and to apply the same rating schemes to patients not in therapy. As we learn more about what kinds of adaptation benefit which patients, it may be necessary to design randomized trials to test definitively the contribution of the therapy to longer survival.
The categories emerging from the grounded analysis ( Table 2) were clustered into constellations of variables, or dimensions, as shown in the model ( Figure  1) , which is consistent with other research on the process of change. A threat must first be appraised as warranting change, with some awareness of the kinds of change needed. [48] [49] [50] The key variables determining what happens next are those clustered under what we have called "Willingness to initiate change," which includes 2 factors whose importance has been extensively described by Bandura 39 and Schwarzer 38 : the perceived ability to make appropriate changes and the outcomes expected from doing so. This motivational state is influenced by long-standing, trait-like qualities of the participant: in particular, their general flexibility or ability to act and change, versus their tendency towards defensiveness and trying to maintain the status quo. Willingness leads, in turn, to action, or application, the intensity of which is probably more important than its daily duration. The overall involvement of the individual seems to be strongly related to the quality of a patient's life. The components of "quality of experience" that emerged as most salient in our analysis are shown in Table 2 .
Our model of change resembles others in the literature. For example, Maes et al 50 present a diseasecoping schema derived from the classical earlier work of Lazarus and Folkman 51 that proceeds from appraisal to coping behaviors to consequences. Brammer's 48 analysis of life transitions has considerable relevance to the situation of people fighting cancer in that both involve "destabilization" letting go, testing new adaptations, and finding meaning in the events. Becker 52 reviews 10 theoretical models that attempt to account for adherence to changed behaviors. There is no shortage, in fact a plethora, of models, and one can find the processes described in virtually all of them within our own database. In the cancer field, studies on coping have usually documented the means used by individuals not receiving professional help. For example, Dunkel-Schetter 53 describes the following strategies in a sample of over 600 cancer patients: seeking social support, focusing on the positive, distancing (the most common), and cognitive and behavioral escape-avoidance. Comparisons with our sample are not particularly helpful because, although one can find evidence of all of these mechanisms among them, our patients represent that minority that has already decided to make an active coping response, in many cases involving adaptations that go far beyond what is found among those not receiving appropriate guidance.
The themes we have derived from qualitative analysis and shown in the model do, however, correspond quite closely to constructs contributing to "psychological well-being in the face of serious disease" described in a recent article by Folkman and Greer. 54 Their analysis refers to people with cancer or HIV/AIDS, and draws on Greer's extensive therapeutic work with cancer patients. [55] [56] [57] 5 Thus their "personality or dispositional variables that influence primary appraisal of the stressor" appears to represent a combination of our "appraisal of threat" and "ability to act and change."
The "situational beliefs about efficacy and control that motivate coping," appears equivalent to our "willingness to initiate change." The "specific kinds of coping processes" that enable the patient to re-assert some control, corresponds to our "application to self-help work." Our therapy program also embraces the strategies they describe, helping the patient define what is most meaningful to them, and encouraging behaviors that enhance control, but goes somewhat beyond the cognitive reframing described by Folkman and Greer 54 by also teaching the deliberate use of mental imaging and spiritual techniques, notably meditation.
Our participants could be classified in a series of quite well-differentiated subgroups. Participants adjacent or close to each other on the gradient of involvement tended to exhibit broadly similar kinds of responses to their predicament, as Table 3 shows. Further, the correspondence between ratings in involvement in self-help, quality of experience, and survival duration (the 3 columns of Table 3 ) is quite close. The relationship of "involvement" to survival has been analyzed elsewhere, 30, 31 showing that it was not attributable to medical status (as assessed by a panel of oncologists) at study entry, nor to age or quality of life at entry, nor to ability to attend the sessions: all but one of the participants were well enough to become involved in the self-help work for at least the first 6 months of therapy, had they wished to do so. This suggests a causal relationship between involvement and survival as the most likely explanation.
Similarly, it is evident from Table 3 that there is a close relationship between "involvement" and "quality of experience." The main competing explanations for this association are that involvement stimulated better quality of life, that people with better quality of life became more involved, or that some third factor induced both effects. While causality again cannot be definitely inferred from these correlative data, the first alternative seems most probable. We have documented earlier that quality of life, by standard psychometric criteria, did not differ significantly between the subgroups at study entry. 31 Previous research [58] [59] [60] and reviews by others [61] [62] [63] [64] have concluded that the practice of coping strategies enhances quality of life, and it has been our clinical observation that symptoms are often a powerful stimulus to practice self-help strategies, whereas feeling well can be a disincentive to work.
It is of interest to compare what has been learned from the 11 published, controlled trials on the impact of psychotherapies on survival (referred to in the introductory paragraphs) with the output of the present qualitative study. The trials have not yielded a consensus on whether or not therapy can prolong life, and it is not possible to say, from those giving positive results, what kind of therapy might be effective since all 5 used very different methods (ranging from 6 weeks of group behavioral therapy, 21 to providing information, 20 to individual supportive counseling, 23 to a year of supportive-expressive therapy 19, 65 . They have also not provided data on the patterns of individual response that might prolong or shorten survival. By contrast, the present, small, qualitative study has generated rich preliminary data on the latter question. This appears to us to be an argument for more studies of a correlative nature in this field. Even if later trials do establish that one or more therapies is life-prolonging, a case-by-case examination of participants will be necessary to determine what kinds of adaptation are helpful.
Our data set allows some observations on attributes that are associated with good quality of life and longer survival, within the limitations of the study, that is, among responses of relatively motivated patients to a structured psychoeducational and supportive program. Favorable patterns are: having sufficient flexibility and dedication to make an active response to the diagnosis, which entails changes in habits of thought and activity, practicing self-control strategies like relaxation, meditation, mental imaging, cognitive monitoring, and becoming involved in a search for meaning in one's life. Conditions associated with not doing well can be stated with more assurance, since even 1 or 2 cases are sufficient to demonstrate a psychological attitude that clearly prevents patients from responding adaptively. Obstacles are to be found at a number of points on the model (Figure 1 ). Patients' defensive style may leave little room for change; such inflexibility commonly is associated with low selfesteem or, alternatively, from a fixed worldview that the participant sees no reason to alter. There may be skepticism about the potential impact of psychological self-regulation techniques, or about one's ability to apply them. Application to the work is often superseded by other activities seen to be more important or more immediately appealing. Positive experiences from applying the techniques may be lacking, diminishing motivation. A need for personal control can be so strong as to lead to the rejection of recommended changes. Meaning may be habitually sought outside the person, rather than through internal searching, and there may be strong contrary views about the validity of spiritual ideas. As in any therapy designed to induce change, the identification of such interfering patterns is an important precursor to tailoring therapeutic methods that may help these patients achieve some of the benefits that their more flexible and motivated peers enjoy.
